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Background:  Treatment of reversible causes is an important first step in the evaluation of complete heart block (CHB). In various 
situations ischemia may lead to CHB, often from increased parasympathetic tone. Direct ischemia of the atrioventricular(AV) node is less 
common, as it is highly collateralized. Infranodal block can also occur but is usually associated with extensive myocardial necrosis. We 
present a unique circumstance of CHB during exercise stress testing in a patient with a rare anomalous origin of the right coronary artery 
(RCA) from a diseased left anterior descending artery (LAD)
case:  A 73 year old female with hypertension presented for an exercise stress test for dyspnea. Resting electrocardiogram showed sinus 
rhythm with left bundle branch block(LBBB). After 3.5 minutes of exercise the patient stopped due to dyspnea. In recovery she felt faint and 
sinus rhythm with alternating bundle branch block was seen. This degenerated into CHB without ventricular escape. She was resuscitated 
briefly before return of spontaneous circulation and normal conduction.
decision Making:  Echocardiographic images at peak stress were suggestive of anterior ischemia. Coronary angiography showed a 
non-dominant RCA with an anomalous origin from the mid-LAD, coursing anterior to the pulmonary artery. A significant stenosis was also 
seen in the LAD just proximal to the origin of the RCA. Compromised flow to the septal perforator arteries was thought to be the cause of 
the new right bundle branch block, leading to CHB in the setting of LBBB. The dominant circumflex artery was normal, making AV nodal 
ischemia unlikely. The anomalous RCA was non-contributory due to its non-dominance and benign course. The LAD lesion was stented 
and the patient remained asymptomatic on discharge and follow-up.
conclusion:  This case illustrates the importance of investigating for reversible causes, such as ischemia, prior to the implantation of 
a permanent pacemaker. Furthermore, it highlights the value of understanding normal and anomalous coronary supply in the setting of 
conduction system disease. When ischemia is suspected, careful anatomic consideration is required to localize the cause and guide 
treatment.
